Helping youth who self-harm by Schwartz, C. et al.
Quarterly
C h i l d r e n ’ s  M e n t a l  h e a l t h  r e s e a r C h
S U M M E R  2 0 1 9        V o l .  1 3 ,  N o .  3





Effective treatments for 
self-harm
V o l .  1 3  N o .  3    2 0 1 9
Quarterly
This  I ssueSummer
next issue
Preventing substance misuse: Programs that work 
with high-risk youth
Some youth, such as those with behaviour problems, are 
at higher risk for problematic substance use. We examine 
interventions that can help these young people.
Photo: iStock.com/RichVintage
How to Cite the Quarterly 
We encourage you to share the Quarterly with others and we welcome its use as a 
reference (for example, in preparing educational materials for parents or community groups). 
Please cite this issue as follows:
schwartz, C., Barican, J., Yung, d., Gray-Grant, d., & Waddell, C. (2019). helping youth who self-
harm. Children’s Mental Health Research Quarterly, 13(3), 1–16. Vancouver, BC: Children’s health 
Policy Centre, Faculty of health sciences, simon Fraser University.
About the Quarterly
We summarize the best available research 
evidence on a variety of children’s mental 
health topics, using systematic review and 
synthesis methods adapted from the Cochrane 
Collaboration and Evidence-Based Mental 
Health. We aim to connect research and policy 
to improve children’s mental health. The BC 
Ministry of Children and Family Development 
funds the Quarterly.
About the Children’s Health Policy Centre
We are an interdisciplinary research group in 
the Faculty of Health Sciences at Simon Fraser 
University. We focus on improving social and 
emotional well-being for all children, and on 
the public policies needed to reach these goals. 
To learn more about our work, please see 
childhealthpolicy.ca.     
Quarterly Team
Scientific Writer 
Christine Schwartz, PhD, RPsych
Scientific Editor  
Charlotte Waddell, MSc, MD, CCFP, FRCPC
Research Manager 
Jen Barican, BA, MPH
Senior Research Assistant 
Donna Yung, BSc, MPH
Production Editor  





Understanding self-harm   
Roughly one in five young people will engage  
in self-harm at some point during adolescence.  
We outline what researchers have learned about 
these young people’s experiences and how to  
help prevent self-harm. 
Review  5
Effective treatments for self-harm 
We review seven studies examining five 
different treatments for youth who self-harm.  
We also highlight how practitioners and policy-
makers can apply these findings. 
Implications for practice and policy  10
Sidebar 
The harms in diagnosing personality disorders 
in youth  7
Methods  11
Research Terms Explained  13
References  14
Links to Past Issues  16 
Chi ldren ’s  Menta l  Heal th  Research Quar ter ly  Vol .  13 ,  No.  3    3    © 2019 Children’s Health Policy Centre, Simon Fraser University
Understanding 
self-harm 






Their explanations suggest that prior to 
engaging	in	self-harm,	young	people	may	be	
experiencing considerable distress but have 
limited ways to cope.
What does self-harm include?




Many youth engage in self-harm without any intention of ending their lives. Yet it is important to 
recognize that self-harm is often associated with thoughts of suicide as well as suicide attempts.1,	4	In	fact,	
youth who self-harm are five times more likely to have had suicidal ideation and nine times more likely to 
have attempted suicide.1
How common is self-harm?
Self-harm	can	affect	a	surprising	number	of	young	people.	According	to	studies	in	representative	samples,	
11 to 28% of adolescents have reported harming themselves at some point.2–3	As	well,	two	British	Columbia	
studies	provide	information	about	local	rates.	A survey	of	nearly	40,000 youth	from	58 school	districts	found	
that 17% reported engaging in self-harm in the past year.5	Similarly,	a	population-based	survey	of	nearly	
600 Victoria youth found that 17% reported harming themselves at some point.6
A recent systematic review also found that approximately 50% of those who harmed 
themselves	did	so	only	once	or	twice.	Yet	for	some	youth,	self-harm	occurred	more	
frequently:	22%	reported	three	to	five	episodes,	22%	reported	six	to	10,	and	5%	reported	
more than 10.1 So it is important to identify who may be most at risk for ongoing 
self-harm.
What increases risk for self-harm? 
Although	robust	studies	are	just	beginning	to	emerge	on	causal	risk	factors,	self-harm	in	young	people	has	
been	correlated	with	a	number	of	situations	or	conditions.	Being	female	is	a	particularly	strong	correlate.7 The 
systematic review noted above showed that girls were 1.7 times more likely than boys to harm themselves.1 
Parents can play a vital role in helping youth learn effective coping 
strategies.
Cutting is the most 
frequent type of 
self-harm.
ov e r v i e w







problems	(including	depression,	anxiety	and	substance	misuse).7–8 Researchers have found that being 
victimized	is	a	particularly	strong	risk	factor	for	self-harm —	including	being	maltreated	by	parents,	peers	
or	siblings,	and	being	a	victim	of	cyberbullying	or	a	crime.	As	well,	being	exposed	to	multiple	types	of	
victimization adds greater risk.8









When is treatment needed? 
Not	all	youth	who	hurt	themselves	seek	treatment	or	even	need	treatment.	For	example,	if	self-harm	is	a	one-
time	event	and	there	are	no	other	mental	health	concerns,	intervention	may	not	be	needed.	However,	youth	
who are harming themselves more frequently and who are struggling with adversities will likely need support 
to address underlying problems and learn better ways of coping. In the Review article	that	follows,	we	identify	
interventions that can help. 
overv iew
A survey of nearly 
40,000 youth found 
that 17% reported 
engaging in self-harm 
in the past year.
Effective interventions for youth who self-harm often involve parents.
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Effective treatments for self-harm
T
o identify the best
treatments for youth
who	harm	themselves,
Therapy	and	Resourceful	Adolescent	Parent	Program	(RAP-P).9–16 All were psychosocial 
treatments.	No RCTs	on	prevention	programs	or	medications	met	our	inclusion	criteria.
Of	the	seven	included	studies,	four	evaluated	treatments	that	aimed	to	comprehensively	
address self-harm and were delivered as stand-alone interventions.10–13 The other three 
assessed treatments aimed to address self-harm by supplementing standard clinical care.14–16






increasing mutual understanding among family members.17
In	all	four	RCTs,	treatments	were	compared	to	standard	care,	which	was	often	quite	robust.	For	example,	
youth	could	receive	multiple	interventions,	including	individual,	group	and	family	therapy	as	well	as	
r e v i e w
we conducted a systematic 
review of interventions aimed 
at addressing these behaviours. 
We built quality assessment 
into our inclusion criteria to 
ensure that we reported on the 
best research available. This 
included requiring studies to 
use randomized controlled trial 
(RCT)	evaluation	methods.	
We	specifically	sought	RCTs	
on interventions for preventing 
and treating self-harm in young 
people without limiting by 
publication	date,	enabling	us	to	 Much can be done to help young people who self-harm.





DBT youth had 
fewer self-harm 
episodes and suicide 
attempts.
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psychiatric medications and hospitalization if deemed necessary.10–13	Table 1	gives	more	details	on	these	
treatments.
rev iew
Supplementary psychosocial treatment studies
Of	the	supplementary	treatments,	two	RCTs	evaluated	Development	Group	Therapy	and	one	evaluated	




information on additional support services.16
All youth — both intervention and comparison — received standard clinical care as well. This care varied 
according	to	individual	needs	and	could	include	interventions	such	as	individual	counselling,	family	therapy	
and	psychiatric	medications.	Table 2	gives	more	details	on	these	interventions.


















Weekly individual child skills training sessions, 
group family skills training sessions, 3 family 
therapy sessions (on average) + telephone 
coaching (as needed) over nearly 5 months 
as above except 8+ family therapy sessions plus 
longer duration (6 months) 
Weekly individual child psychodynamic therapy 
sessions + monthly family sessions over 1 year
Monthly family sessions (occurring more 
frequently initially) over 6 months    
Program
dialectical Behaviour 
therapy (dBt) i 9
dialectical Behaviour 
therapy (dBt) ii 11
Mentalization-Based 
treatment (MBt) 12
systemic Family therapy 13















Weekly child group CBt- + dBt-based sessions** 
over 6 months
as above but with longer duration (1 year) 
Weekly to biweekly parent psychoeducation 







Parent Program (raP-P) 16
* interventions were designed to augment standard care provided to all children in the study.
** acute phase included weekly sessions for 6 weeks followed by booster phase including weekly sessions for as long as needed.
For developmental Group therapy i, group sessions were sometimes augmented by individual sessions. 









of hopelessness and borderline personality disorder symptoms.10	By	one-year	follow-up,	only	one	significant	
difference	was	found:	DBT	youth	had	fewer	self-harm	episodes	and	suicide	attempts.10	Specifically,	DBT	
youth had an average of six self-harm episodes versus 15 episodes for comparison youth between the end of 
treatment and one-year follow-up.10
For	the	second	DBT	evaluation,	at	post-test	DBT	youth	had	significantly	fewer	self-





attempts or suicidal ideation.
	The	second	stand-alone	program,	MBT,	also	resulted	in	significant	gains.	By	post-test,	MBT	youth	had	
significantly fewer self-harm episodes than comparison youth. hey also had fewer symptoms of depression 
and	borderline	personality	disorder,	with	a	small	effect	size	for	the	latter	(Cohen’s d =	0.4).12	As well,	MBT	
youth were significantly less likely to be diagnosed with borderline personality disorder than comparison 
youth	(33%	vs.	58%;	Cohen’s	d	=	0.3).12	(Please	see	the	accompanying	sidebar	for	more	information	on	the	
need	for	caution	in	diagnosing	borderline	personality	disorder	in	youth.)	However,	the	two	groups	showed	no	
difference in risk-taking. This study did not assess outcomes beyond post-test. 
The	third	stand-alone	program,	Systemic	Family	Therapy,	also	showed	benefits.	By	six-month	follow-
up,	intervention	youth	had	significantly	less	suicidal	ideation	than	comparison	youth,	with	emotional	and	




The harms in diagnosing personality disorders in youth 
Personality disorders are characterized by enduring patterns of impairments in thinking, feeling and behaving — typically diagnosed in adulthood, after many months or years of stable patterns being observed.18 however, there 
are considerable concerns with making these diagnoses in young people. the Diagnostic and Statistical Manual of 
Mental Disorders warns practitioners that for children and youth, personality traits are still evolving and often early 
patterns do not persist into adulthood.18 For borderline personality disorder specifically, researchers have confirmed 
substantial changes in symptoms between adolescence and adulthood. For example, a study tracking a large 
representative sample over a 10-year period found that traits of this disorder declined significantly during adulthood.19 
as well, personality disorder diagnoses have considerable stigma, with borderline being among the most stigmatized 
of these disorders.20 individuals with this diagnosis are often misperceived as being manipulative and difficult.20 For 
these reasons, much caution is needed before diagnosing any young person with borderline personality disorder.
letting people 
know that they can 
access effective 
treatments will help 
give them hope.




youth had significantly fewer self-harm episodes than comparison youth at one-month follow-up.14	In	fact,	
comparison youth had more than six times the odds of engaging in self-harm.14	However,	there	were	no	
significant	differences	between	the	groups	for	suicidal	ideation,	depression	diagnoses,	depressive	symptoms,	
behaviour disorders or global functioning.
In	contrast,	the	second	evaluation	of	Developmental	Group	Therapy	failed	to	produce	any	significant	gains	
by post-test.15	Specifically,	intervention	and	comparison	youth	did	not	significantly	differ	regarding	self-harm	
episodes	and	severity,	suicidal	ideation,	depressive	symptoms	and	global	functioning.15 This study did not 
assess outcomes beyond post-test. 
rev iew
Table 3: Stand-Alone Psychosocial Intervention Outcomes
1 year
	self-harm episodes + suicide
attempts
 suicidal ideation
 hospital admissions +
emergency department visits
 depressive symptoms (2 of 2)
 hopelessness 





  hospital visits for self-harm 
  suicidal ideation 
  depressive symptoms 
 emotional + behavioural well-
being (1 of 2) 
 hopelessness 
  Quality of life
 Family functioning (2 of 2)
6 months
not assessed
  self-harm episodes 
  suicide attempts 
  suicidal ideation
not assessed
  hospital visits for self-harm 
	suicidal ideation
 depressive symptoms
 emotional + behavioural
well-being (1 of 2)
 hopelessness 
 Quality of life
 Family functioning (2 of 2)
Outcomes
Post-test
	self-harm episodes + suicide
attempts
	suicidal ideation
 hospital admissions +
emergency department visits
	depressive symptoms (1 of 2)
 hopelessness 






















 statistically significant improvement for stand-alone treatment over standard care.
no statistically significant difference between stand-alone treatment and standard care.
statistically significant improvement for stand-alone treatment over standard care.
in	emotional	and	behavioural	well-being	(again	by	parent	report	but	not	self-report).13	Table 3	summarizes	
outcomes	for	the	four	RCTs.







Positive evidence on helping youth who self-harm 












the replication trial did not.





plans, threats + ideation
 emotional + behavioural well-
being (2 of 2)
Global functioning

















  self-harm episodes 
  self-harm severity 
  suicidal ideation 
  depressive symptoms 




Group therapy i 14
developmental 




 statistically significant improvement for supplementary treatment + standard care over standard care alone.
no statistically significant difference between supplementary treatment + standard care over standard care alone.
statistically significant improvement for supplementary treatment + standard care over standard care alone.
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rev iew
Implications for practice and policy 
Our systematic review shows that there are effective interventions to help young people who harm themselves. 
Our results lead to four recommendations.
• Build	on	strengths	within	your	service. There are three effective interventions for reducing self-
harm:	DBT	and	MBT	as	stand-alone	programs,	and	RAP-P	as	a	supplementary	program.	Deciding





may come to an end when treatment does. For	others,	however,	these	behaviours	may	re-emerge	in	the
future. It may be helpful therefore to reconnect with youth after treatment ends to determine whether




options. Letting people know that they can access effective treatments will help give them hope.
• Consider	prevention. Many correlates of self-harm can be addressed. Addressing these includes
intervening when there are parenting challenges and preventing child maltreatment by using effective
programs such as those identified in previous Quarterly	issues	on	these	topics.	As	well,	effective	prevention





families and for others around them. This behaviour can also be an expression	of	distress,	indicating	that	
underlying	issues	need	to	be	addressed.	It	comes	with	serious	attendant	risks,	such	as	suicide	attempts,	that	
must	also	be	addressed.	Yet	much	can	be	done	to	help,	particularly	by	teaching	young	people	and	their	
families more effective ways to cope. 
Chi ldren ’s  Menta l  Heal th  Research Quar ter ly  Vol .  13 ,  No.  3    11    © 2019 Children’s Health Policy Centre, Simon Fraser University


















m e t h o d s
• CINAHL,	ERIC,	Medline	and	PsycINFO
• Self-harm,	deliberate	self-harm,	self-injury,	self-injurious	behaviour,	self-inflicted
































(n = 20 studies
[32 articles])
Total records screened (n = 801)




(n = 27 studies [49 articles])
Studies included in review
(n = 7 RCTs [17 articles])
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T
obest	help	children,	practitioners	and	policy-makers	need	good	evidence	on	whether	or	not	a	given
intervention works. Randomized controlled trials	(RCTs)	are	the	gold	standard	for	assessing
whether	an	intervention	is	effective.	In RCTs,	children	are	randomly	assigned	to	the	intervention
group	or	to	a	comparison	or	control	group.	By	randomizing	participants —	that	is,	giving	every	child	an	equal	
likelihood of being assigned to a given group — researchers can help ensure the only difference between the 
groups is the intervention. This process provides confidence that benefits are due to the intervention rather 
than to chance or other factors. 
Then,	to	determine	whether	the	intervention	actually	provides	benefits	to	children,	researchers	analyze	key	





indicates how much of a clinically meaningful difference the intervention made in children’s lives. The effect 
size measures reported in this issue are described below.
Odds ratio is a frequently used measure of effect size. It indicates how many times greater or lesser the 
chances	are	of	a	given	outcome	occurring.	For	example,	an	odds	ratio	of	2.0	indicates	that	youth	in	the	
routine care group had twice the odds of engaging in self-harm compared to youth who received a specialized 
intervention for self-harm.
Cohen’s d is another commonly used measure of effect size reported in this issue. Values can range from 0 
to 2.	Standard	interpretations	are	0.2 = small	effect;	0.5 = medium	effect;	0.8 = large	effect.  
r e s e a r c h t e r m s e x p l a i n e d
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